The mortality rate for male psychoanalysts was compared to that for the general white male population; for male physicians; and for male psychiatrists and neurologists. For psychoanalysts the rate was found to be significantly lower than for any of the other three groups. Several possible explanations for this low mortality rate are considered. Two major factors may be the careful screening of candidates for psychoanalytic training and their personal analysis. Possible methods of controlling for these factors are suggested.
T he purpose of this study is to test the hypothesis that male psychoanalysts have an age-adjusted mortality rate signif icantly lower than that for the general white male population or for male physicians. Male analysts were found to have a standardized mortality ratio (SMR) of 0.52 for the thirty-year period ; this rate was 48 percent lower than that for the general white male population. The rate was also within the lowest 4 percent of rates for the 124 white male occupational groups listed in "Mortality by Occupation and Industry" (Guralnik 1962 (Guralnik ) for 1950 The SMR is the ratio of actual to expected deaths and was calculated by the indirect method. The number of expected deaths of analysts is the sum of the products of the population of male analysts by age group over the thirty years multiplied by the white male mortality rate for each age group. The expected deaths, therefore, are the number of deaths that would have occurred among analysts had they the same mortality rate as the general population. (See Table 1 for calculations.) Because of the uncertainty of tracking subjects after retirement, no study was attempted for ages above 64.
The SMR for analysts is based on a study of approximately 1,100 male medical analysts who were active members of the American Psychoanalytic Association whose addresses were in the United States or its territories in the year of enumeration. For the SMR of 0.52, p < .001. The upper .95 conf idence limit is 0.61, by Liddell's method (Liddell 1984) . All p values herein are based on Yates's corrected chi-square. Statistics (1973 Statistics ( ), 1953 Statistics ( -1969 (1984b ), 1970 -1979 (1984a ), 1980 -1982 .
COMPARISON TO PHYSICIANS
It might be said that the SMR for psychoanalysts is low because mortality rates in general are inversely related to education and income levels (Kitagawa and Hauser 1973) . And since the general population includes people who may be too chronically ill to work, an SMR referenced to such a population may be decreased by the healthy worker effect. Using the mortality rate for physicians rather than that for the general male population would reduce the effects of such confounding factors.
The SMR for analysts was therefore referenced to that for physicians (Goodman 1975) . In the youngest age groups the mortality rates are nearly the same; as the groups age, however, the rates diverge. This effect is seen most clearly in Figure l . For the age group 50-64, the SMR for analysts is 0.56, indicating that from 1968 to 1974 they had a mortality rate 44 percent lower than had white male physicians of similar age from 1969 to 1973. The five-year period was too short to achieve statistical signif icance for psychoanalysts, but the seven-year period was Table 2 for calculations.) The upper .95 confidence limit is 0.83, p < .005.
PROCEDURE USED
Four rosters of the American Psychoanalytic Association were used to determine the age distribution of analysts : 1952-1953, 1964-1965, 1969-1971, and 1977-1978 . Age at last birthday was determined from the birthdate listed in the Biographical Directory of the American Psychiatric Association. Where none was listed or there was a discrepancy with the birth year given in the American Medical Directory, the birth date was obtained from the American Medical Association. Medical analysts not listed in the American Medical Directory were assumed to have been foreign-licensed but not licensed in the United States. They were excluded from this study, but did not account for more than 1 percent of the active membership. Gender was determined by f irst name; where this was insuff icient, local societies were contacted. The age distribution was calculated in percentage and adjusted to July 1 of each of the four years of enumeration : 1952, 1964, 1969, and 1978 . The distribution for the remaining years was determined by interpolation and, for 1979-1982, by extrapolation. 1969-1973; for psychoanalysts, 1968-1974 . Physicians' death rates (Goodman 1975) are deaths per thousand. Psychoanalyst population figures are in man-years.
The total count of active members was obtained from the rosters for twenty-four of the thirty years; for the remaining six it was obtained by interpolation. The percentages by age were then applied to the total count of active members to establish the number in each age group for each year.
The names of decedents were taken from lists published either in Journal of the American Psychoanalytic Association or in the rosters. A comparison of the four rosters and the lists of new members in JAPA was made to determine if any names were missing from the necrologies. If a missing name appeared in the American Medical Directory for the same year as the later of two rosters, it was assumed that the analyst was still living but no longer an active member; he was therefore excluded from this study for the later year and those following. Only one analyst could not be so accounted for, and he was assumed to be still living. One analyst left the association and died about seven months later; he was counted as an active member at the time of death, since he may have left because of terminal illness. An unusually large number of psychoanalysts died in 1953. Had this year been excluded, the SMR for analysts would have dropped to 0.48. To be conservative, this year was included.
DISCUSSION
Several variables may be responsible for the low death rate among analysts. Other factors, however, such as the sedentary nature of their work and the stress of coping over the years with the neurotic anger and frustrations of patients, would militate against longevity.
A report by Fox, Daniels, and Wermer (1964) indicates that about half of a group of 100 candidates for psychoanalytic training had Jewish parents. If a large percentage of analysts were Jews and Jews had a low mortality rate, the SMR for analysts would be low for that reason alone. However, the SMR for analysts age 35-64 for the f iveyear period 1961-1965, referenced to male Jews of similar age for the same period, is 0.50. Thus, the death rate of psychoanalysts was half that of Jewish men. The upper .95 confidence limit is 0.78, p < .001. The SMR for Jews is based on a 1963 Jewish mortality study by Fauman and Mayer (1969) , which revealed that although male Jews showed low mortality while young (as against other male populations the same age), in later middle age their mortality rate began to rise faster than that of psychoanalysts. These f igures suggest that even if a large percentage of analysts were Jews, that fact would probably not account for the low mortality of analysts. (See Table 3 for calculations.)
Higher income and education generally mean lower mortality among the general population (Kitagawa and Hauser 1973) , but among medical specialties this does not necessarily apply. One report (Gaffney 1978, p. 246) showed that pediatricians had the lowest average income of the specialties listed, but another (Goodman 1975) found their death rate to be the lowest of those studied. They also require less medical education than do surgeons, who have a higher death rate. Specialists in internal medicine earned considerably less than surgeons but had virtually the same SMR.Gaf fney's report also shows psychiatrists and, presumably, medical psychoanalysts as having the second lowest income. But psychoanalysts who are also psychiatrists, as most were at the time covered by the study, must satisfy graduate medical education requirements whose length exceeds that of surgeons. Income and education levels, therefore, do not explain the fact that the death rate for psychoanalysts is lower than for most other specialties. Fauman and Mayer (1969) and are deaths per thousand. Psychoanalyst population figures are given in man-years.
Another factor, mental health, can be illustrated by two long-term follow-up studies that found the death rates of over 13,000 neurotic subjects to be signif icantly higher than expected. Keehn, Goldberg, and Beebe (1974) followed 9,813 psychoneurotic white male Army veterans from 1946 to 1969, covering ages 28-56. The researchers found that the subjects had a death rate 21 percent higher than controls, a f igure that was statistically signif icant (p < .001). Babigian and Odoroff (1969) , in a study of 3,588 neurotic subjects of all ages conducted from 1960 to 1966, found their death rate to be double that of the general population adjusted for sex, age, and race. Other studies in the United States and Europe (e.g., Sims and Prior 1978) have reported similar results with neurotics, as well as other psychiatric patients. The causes of excess deaths most frequently reported were mental, psychoneurotic, and personality disorders; infectious and parasitic diseases; diseases of the blood and blood-forming organs; diseases of the nervous system and sense organs; poisoning; accidents; suicide; and homicide.
The unusually careful method of selecting candidates for psychoanalytic training may affect the mortality rate of psychoanalysts. An example of this procedure and its impact on the analytic profession is given in the report by Fox, Daniels, and Wermer. The report clearly demonstrated the screening effects of a meticulous selection process in which candidates with serious emotional problems were rejected outright. Although not all symptoms were cause for rejection, those candidates who were immediately selected for training were considerably more symptom-free than those who were rejected outright. The selection process may inadvertently screen out candidates prone to deadly psychogenic disorders. This factor could be controlled for by a prospective study of similarly selected subjects who are not analysts.
The fact that all graduate analysts have been psychoanalyzed may also inf luence their mortality rate. If neurosis increases the risk of premature death and if psychoanalysis eliminates or reduces the severity of neurosis, one would expect the death rate for psychoanalyzed individuals to be lower. Since most of the analysts in this study were also psychiatrists, the two groups might be expected to have similar death rates. However, an SMR of 0.60 for analysts ages 35-64 compares to that for psychiatrists and neurologists, whose SMR is 0.96, the second highest of all the specialties, when referenced to the death rate for physicians of all ages (Goodman 1975) . The comparison of these two SMRs, however, may be biased by the mix of specialties and by any difference in age distribution. One method of controlling for these factors would be to determine the death rate for psychiatrists who have been psychoanalyzed and compare it to the rate for psychiatrists who have not. Such an epidemiological study might constitute one of several objective tests of the effectiveness of psychoanalysis.
The claim that psychoanalysis can successfully treat emotional disorders rests at present on a limited number of case histories and subjective outcome studies. Usually there is no follow-up study of a case history and therefore no way to determine if its results are either permanent or generalizable to similar cases. Unfortunately, outcome studies pose questions of def inition that are diff icult to resolve.
Though they do not provide scientif ic proof, studies such as the one presented here can, when taken together, help us form a better picture of the results of psychoanalysis, one freer of the suggestion of impermanence, bias, or exception. They are also easy for the general public to understand. A number of such studies might amass more convincing evidence of the eff icacy of psychoanalysis.
